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INTRODUCTION
Evidence based practice (EBP) is defined as "integrating individual clinical expertise with the best available external clinical evidence from systematic research" (Sackett et al, 1996, p. 71) . The integration of the latest research evidence into practice is associated with patients receiving improved care and obtaining better outcomes (Melnyk et al, 2012) . Robust systematic research is only one form of evidence nurses may access to influence their practice. Other forms of evidence include: clinical guidelines from recognised bodies such as the National Institute for Health and Care Excellence (NICE), objective case note reviews and even subjective experiences of patients can inform EBP (Hewitt-Taylor 2011).
Professional nursing organisations including the Nursing Midwifery Council (NMC)
and the International Council of Nurses (ICN) include the expectation of nurses to deliver EBP in all settings. The NMC (2015) The Code: Professional standards of practice and behaviour for nurses and midwives, states that it is the responsibility of each nurse and midwife to maintain their knowledge and skills and to practice within the best available evidence.
A variety of barriers have been identified which challenge nurses when trying to implement EBP, such as a lack of time, short staffing, heavy patients loads, and family commitments outside of work. All these factors restrict nurses from engaging in research which could support their practice (Bonner and Sando 2008; Brown et al. 2009 ). Further evidence suggests nurses are not routinely implementing EBP because of their negative beliefs, limited knowledge and limited academic skills (Melnyk et al. 2004 ). However, recent changes in nurse education and the focus of healthcare provision in the community might have impacted on these past research findings. In the UK nurse education has changed to degree entry only since 2013, with an emphasis on both clinical and evidence-based practice.
Nursing education now routinely includes research modules that support nurses in evaluating evidence from research papers, understanding which sources are credible, and how to analyse and critique articles (Johnson et al, 2010) .
The focus of health care provision in the community, has developed community nurses who are tasked with undertaking multi-dimensional complex health, social and psychological assessments and provide appropriate care and treatment in patient's homes (Burke 2014) . In response to this demand institutions/providers of community healthcare have focused on supporting their nurses to provide EBP, this is evident from policies such as the Community Nursing Research Strategy implemented by NHS Wales (Welsh Assembly Government 2009), which supports an infrastructure for community nurses to work together and be involved in the creation of evidence for their own practice (Kendre et al. 2013) .
A major limitation of the traditional research exploring nurses' beliefs, knowledge and skills of EBP was the focus on nurses who work in acute hospital settings. The aim of this review is to understand current EBP beliefs, knowledge and skills of nurses who work in either an acute hospital or a community setting, and to identify if differences exist.
METHODS
A literature review of empirical research published between 1 January 2010 and 31
December 2015 was completed. Databases searched included CINAHL and MEDLINE. Inclusion criteria were: empirical research study; community or hospital setting; exploration of nurse beliefs, knowledge and skills of EBP and/or barriers and facilitators of implementing EBP. Exclusion criteria were: the inclusion of other healthcare professionals without a separate reporting of nurses' beliefs, knowledge and skills of EBP or barriers and facilitators of implementing EBP. The last exclusion were studies which focused on senior nurse managers' and/or nurse leaders' experience of implementing evidence based practice, as it is recognised more senior nurses tend to have higher levels of education which impacts on their understanding and ability to implement changes to practice (Heydari et al. 2014; Underhill et al. 2015; White-Williams 2013) .
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RESULTS
The search resulted in 1438 hits of which 22 relevant papers were identified. The focus of the studies ranged from hospital nurses (n=14), community nurses (n=5), nursing home nurses (n=1), hospital and community nurses (n=2). The subject matter is of global importance as papers were from Austria (n=1), Canada (n=1), Iceland (n=2), Iran (n=1),
Taiwan (n=1), Turkey (n=1), United Kingdom (n=1) and United States of America (n=4).
The most frequently reported barriers of EBP by nurses included time constraints, lack of knowledge and skills (refer to Table 1 ). These barriers are consistent with previous research. Other barriers included: lack of resources (Baker et al. 2010; Yoder et al. 2014 ), lack of organisational support (Gonzalez-Torrente et al. 2012; Chan et al. 2011; PericasBeltran et al. 2014 ) and lack of authority to change clinical practice (Chan et al. 2011; Tan et al. 2012; Garland Baird and Miller 2015) . Positive beliefs concerning EBP were reported by eight studies of hospital nurses and two studies of community nurses. Positive beliefs were not associated with EBP knowledge or skills, or to the implementation of EBP. One study directly compared hospital and community nurses EBP knowledge and skills, no differences between these two groups were found (Eizenberg 2011). Only seven papers reported on facilitators of implementing EBP (refer to Table 2), although all papers provided recommendations. Facilitators for hospital staff included protect time, financial and organisational support, training and working within a teaching hospital (Tan et al. 2012; Yoder et al. 2014 ).
Facilitators for community nurses included a culture of acceptance and change, support from managers and colleagues (Garland Baird and Miller 2015; Gerrish and Cooke 2013) .
DISCUSSION
Changes to nurses' beliefs and skills towards EBP have occurred, nurses' beliefs are more positive and knowledge and skills have developed. However, the main barriers reported by nurses to implement EBP were unchanged and included an envisaged lack of time, knowledge and skills. Other barriers reported by nurses included a lack of resources, organisation support and authority to change clinical practice. Hospital and community nurses face many of the same barriers and facilitators, and their nurses had comparable EBP skills and knowledge.
Nurses reporting a lack of time to engage in EBP has been well documented and the current review confirms this has not changed. The nurses' impressions of research and EBP appear to be overwhelmingly perceived as an additional pursuit which is undertaken beyond their normal workload (Gray et al. 2012) . Protected time was acknowledged as a facilitator by many nurses, and a recommendation from numerous studies. However, building protected time into existing roles in the current healthcare climate appears overtly simplistic and logistically unlikely. The development of new roles and support of clinical nurses through active dissemination of research maybe more practical and achievable.
Lack of knowledge and skills of EBP remained a concern for many nurses, who expressed a need to understand the complexities of research in more depth. A few nurses still reported difficultly in searching electronic databases and identifying relevant research articles and journals (Gerrish and Cooke 2013). Hospital and community initiatives are being developed to address these issues, for example the provision of a clinical librarian in ward environments to support nurses, although this does not replace the need for nurses to be competent in such skills (Maatta and Wallmyr et al. 2010) . A community intervention for school nurses included an online journal club, which improved their collegial connections and intention to share evidence with stakeholders to enable a change in practice (Sortedahl 2012) .
Facilitators reported by community nurses suggest a culture of acceptance and change, and support from manager and colleagues, although this is not enough to change practice as nurses felt they did not have the authority to implement change (Garland Baird and Miller 2015; Gerrish and Cooke 2013) . Lack of authority of nurses can be addressed through the development of shared governance systems where nurses and administrations work together and have an equal voice in decision making and policy changes that affect patient care and work environments (Dunbar et al. 2007 ). Shared governance systems can support the drive of research and EBP to improve clinical practices and patient outcomes (Harris et al. 2007 ).
Degree entry into nursing has only recurrently occurred in the UK, in countries where degree entry into nursing has been established for a number of years the impact on nurses intentions to become involved in research and EBP has been modest, particularly at the beginning of their careers (Forsman et al. 2010; 2012) . Suggesting, the change in nursing education alone is not sufficient to impact on the implementation of EBP by nurses.
However, a possible confounding variable in the current research is the inclusion of all practicing nurses, the nursing workforce is an aging workforce which suggests that a large proportion did not complete research of EBP studies as part of their nursing education (Melynk 2012).
All nurses should be provided with the opportunity to receive appropriate training and are confidant in their abilities to undertake research and implement change. Nurses working in the UK registered with the NMC are responsible through the process of revalidation to ensure their knowledge and skills are up to date through regular learning and professional development (NMC 2015) . The revalidation process focuses on nurses continued ability to practice safely and effectively, although includes the development of new skills and responding to the changing needs of the public and fellow healthcare professions, which encompasses evidence-based practice.
Nurses' positive beliefs and understanding of the need to implement EBP was apparent in all of the studies included in this review. However, nurses reported the implementation of clinical guidelines rather than being involved in research was important to inform their practice. Nurses' reported not feeling empowered to make changes in practice from evidence of research findings, but supported changes in practice based on clinical guidelines. These guidelines were viewed as the amalgamation of national guidelines and research by more senior and specialist nurses in their institutions, which supported and maintained their practice as current and based on contemporary evidence.
There are a number of limitations regarding the studies included in this review; firstly although the results of these studies were published between 2010 and 2015, some of the data collection occurred as early as 2006. Secondly, the contribution is from a wide range of countries with differing healthcare structures and systems, although this does suggest commonality of the issues discussed. The approach of supporting nurses to implement EBP appears unanimous across countries, including resources such as mentoring, journal clubs, policies, procedures and national guidelines. Lastly, there remains a predominance of this work to concentrate on acute hospital based nursing.
CONCLUSION
There is continued international interest in EBP (Eizenberg 2011). It is essential that all nurses receive the appropriate training and are confidant in their abilities to evaluate research and implement evidence-based change. Care provided by nurses occurs globally in many different situations and contexts. However, the evidence from this review suggests that many of the barriers and facilitators that nurses face when trying to implement evidence-based practice appear remarkably similar. Innovative approaches are required to engage nurses in EBP that supports their practice and are not viewed as an extra workload or burden. Guidance from such approaches can be taken from around the world and adapted to local healthcare structures. Lastly, it has been recognised that it can take up to 17 years, before research findings are assimilated into healthcare practice (Morris et al. 2011) , but it appears it may take just as long for the impact of education changes and focus on community care to be reflected in research.
